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CHAPTER VI
The First Twenty-Five Years
At the initial meeting of the AES, held in November 1927, among the resolu-
tions passed, two were of particular significance. They were:
1. That the object of this Society be to promote the study and discussion of epidemi-
ological problems.
2. That membership shall consist only of those active and interested in the study
of epidemiology.
Although the by-laws did not specify that unfinished work could be presented
at the scientific sessions, apparently "research in progress" was acceptable since
the investigator might benefit from free discussion.
At the fifth meeting of the Society, held in December 1929, a halting but impor-
tant step was taken to eliminate disinterested (or only mildly interested) members.
It was a reminder that the second object of the Society was to be taken seriously.
Thus, it had become apparent early in the Society's history that it was not con-
cerned with enlarging its size but had focussed attention on those members who
were genuinely interested in the promotion, study, and discussion of Epidemiology,
spelled with a capital E. This thought was expressed in the passage of the following
resolution:
Any member who shows lack of interest in the Society by failing to attend
three consecutive meetings without good excuse may be put on the inactive list
at the discretion of the Membership Committee and the Officers Ex-Officia.
It was said at the time of this meeting that there were seven such members.
Subsequently, this resolution was only casually enforced, but at the time of its
passage it had the effect of producing a small epidemic of resignations because
a delinquent member preferred to resign rather than to have his name placed on
the inactive list. From the start, however, there was a liberal policy with respect
to inviting distinguished guests to the annual scientific sessions, either as coauthors
of papers or as visitors. Guests were encouraged to join in the discussions.
During the period 1927-52, it can be truly said that the AES pursued the course
of a cross between a private club in which it had immense pride, and a learned
Society devoted to academic causes. For one thing, the membership, apart from
an occasional dissenter, was composed of a homogeneous group who mostly saw
eye to eye on the main issues. These were concerned almost entirely with problems
of infectious diseases, and naturally the background of the early members had been
mainly along these lines. Differences arose as how to solve some of the current
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problems and, for this reason, there was no death of spirited discussion, but the
basic microbiological philosophy stood firm.
It was a period when with the exception of World War II, there was only modest
and limited financial support throughout the nation for epidemiological projects.
Grants were given by voluntary health agencies, but they were few and far between.
An early contributor was the Rockefeller Foundation, and its International Health
Division. The Metropolitan Life Insurance Co. (MLI), which in the 1920s had
supported pioneer community investigations beginning with the epidemiology of
tuberculosis in Framingham, MA, had continued this support of similar but minor
studies on rheumatic heart disease under the watchful eye of Louis I. Dublin,
MLI's famous statistician and ardent worker in the fields of epidemiology and pub-
lic health.
During the decade of the 1920s, there were the morbidity surveys in Hagers-
town, MD which were financed by the Milbank Memorial Fund. These were di-
rected by Edgar Sydenstricker, an early member of the AES, and consisted largely
of efforts to examine the manner in which physicians of a small town actually were
reporting diseases. But, surveys supported by the Milbank Fund did not stop there.
They were eventually extended to cover the fields of rheumatic fever, nutrition,
and population problems-all in due time. Later, after 1938, when the National
Foundation for Infantile Paralysis came into existence, the grants given by this
organization for studies on the epidemiology (both clinical and statistical) of polio-
myelitis, need little comment.
The impact which the early meetings of the AES had on epidemiological thought
in North America in the 1930s and early 1940s is worthy of some comment. In
the first place, since Epidemiology was regarded at the time as dealing almost en-
tirely with infectious disease, it was inevitable that the pioneer epidemiologists
should have been men who concentrated their attention on practical and theoretical
discussions in the field of pathology, bacteriology and immunology. It was a time
when the concepts of how man achieved his immunity to infections were in a state
of flux. Doubts were beginning to be expressed that acquired, specific immunity
was the main or the only mechanism involved in resistance. The views of Dr.
George Draper of New York were especially in vogue. If Draper had stuck to
his ideas on the relation of physical constitution (somatotypes) as indicators of
proneness to peptic ulcer or gall bladder disease, he might have fared better. But
he extended his views to an untenable degree, to include acute infectious diseases.
During this early period (1930-40) in the history of the AES, however, it cannot
be said that the programs always represented a galaxy of presentations on subjects
of theoretical or even academic importance. Descriptions of local or even foreign
epidemics of one kind or another continued to be the order of the day. For exam-
ple, typical presentations were: "Two typhoid epidemics in Connecticut;" "A
typhoid epidemic caused by the eating of lobsters;" and "A foodbome epidemic
of scarlet fever." But these were not the kinds of papers which stirred the members.
The desirable ones were those describing new methods, new interpretations, new
theories. The Society was wont to depend at this time upon invited guests to supply
the kind of papers that it really considered desirable. But by 1940, things had
changed. A sharp improvement began when the studies undertaken during the war
years by the Army Epidemiological Board found their way onto the programs.
These could hardly be considered to concern theoretical or academic epidemiology,
but they described investigations of statistical adequacy, conducted on a far more
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extensive scale with more adequate controlgroups than had been the case previ-
ously. Also, the subjects were exciting in that they described "new" diseases, occa-
sionally in new settings, such as, viral hepatitis-or new methods and interpreta-
tions, in relation to "old" and familiar diseases.
But to go back in time for a moment: during the early 1930s on onc particular
point, opinions were deeply stirred and the stirring has lasted to this day. Dr.
Eugene Opie, one of the Society's earliest members, had introduced his ideas con-
cerning his own particular concept of epidemiology-clinical epidemniology. His
belief was that certain important questions might be solved by careful clinical in-
vestigation within a single family or a small group of families, provided a suffi-
ciently intimate study could be made. Such questions were eminently epidemiologi-
cal in scope, but the majority of members of the AES believed that this was but
a step into the past and Opie's approach was the prerogative of family doctors
and of the general practitioner. But the majority of the AES members had not
reckoned with two facts-one, that some pediatricians and general practitioners
had already given up the practice of making home visits; and the other, that with
the founding in the early twentieth century of the "American Society of Clinical
Investigation," a new era, a new kind of study of patients had started. In regard
to the latter it was an era when young clinicians in North America felt that in
the practice of their art as physicians, linkage to the medical sciences had beome
much closer. The introduction of the full-time system in the clinical departments
of some medical schoolshad made all the difference in the current medical scene.
Eventually, public health officials and professional epidemiologists were to become
aware of this change. Added to the point that Opie's studies had taken over some
of the functions of the fast disappearing family doctors, was the idea that not only
could the family be studied intimately, but such studies could be cautiously ex-
panded to include a part of the local community-a community no larger than
a tenement house, if one wished.
However, a further criticism from Opie's opponents lay in the claim that there
was nothing new about this approach. Tuberculosis Outpatient Departments of
some hospitals had been doing it for years. And yet, it was hardly necessary to
point out that such observations (one couldhardly call them studies) had been
in the hands of social workers who regardless of their efficiency could not supplant
the clinical investigator.
Dr. Welch, that mentor of pathology and epidemiology, would hardly have re-
garded Opie's studies in such a jaundiced light-nor would many an epidemiologi-
cally minded clinical investigator. These men would have recognized their signifi-
cance. Another reason, however, that Opie's concepts did not go down well with
many of the Society's members, was that, after all, they were neither pathologists
nor clinicians, but potential purists as far as epidemiology was concerned, dedicated
to "keeping the science clean" and out of the hands of amateurs who might miss
the whole point by not being familiar with the basic rules.
Opie's ideas on clinical epidemiology had begun in 1926, with his studies on
the spread of tuberculosis within families (1). He had temporarily forsaken his
position as Professor of Pathology at Washington University, St. Louis, for an op-
portunity to study this disease from a broader point of view at the Henry Phipps
Institute in Philadelphia, where he could observe living patients, and use methods
usually considered foreign to ordinary pathologists, and certainly novel to modern
orthodox statistical epidemiologists. Thus, within selected families in which condi-
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tions were ideal for the spread of tuberculosis, sick and well members were kept
under careful observation, and each family member's progress was followed over
a given period of years. The study amounted to a prospective investigation in which
periodic tests were made on patients and family contacts, including clinical exami-
nations, chest X-rays, sputum examinations for tubercle bacilli, and tuberculin tests.
At both the 1930 and 1931 meetings of the Society, and again in 1936, Opie
was well equipped to give scholarly accounts of the new kind of family epidemi-
ology. His data included information on attack rates, pathological characteristics,
contributing factors and modes of dissemination. His work was a landmark, not
only in the history of the "great white plague," but in the history of clinical epi-
demiology as well, although it was not recognized as such until some years
thereafter.
But, Opie had started something. As early as 1930, his principles based on the
study of the family or a group of families, found immediate application in the newly
discovered association of hemolytic streptococci with rheumatic fever. Subse-
quently, this same type of study was used in poliomyelitis investigations; informa-
tion about this disease was vastly extended by taking advantage of the newly redis-
covered presence of the virus in stool specimens, and by the development of tests
for detecting antibodies in the sera of paralytic, clinically ill, inapparently infected
and uninfected members of a given household. Such work was reported before
the AES at its meeting in April 1938; but, at the time, it was still received with
a certain amount of indifference.
,It was true that the concept was not new. Pickles in England, of whom we
shall hear presently, had used it for years. The only thing that was novel
was the introduction of laboratory methods to extend and complement clinical
observation. When a whole array of new diagnostic tests was introduced in the
1930s, most of them for detecting the etiological agents of various diseases and
for evaluating immunity, this gave a decided boost to the family approach, not
only for the epidemiologist but for the pediatrician or physician whose vision was
not confined to an examination and a prescription for treatment of the individual
patient alone. Yet, awareness that the concept had much to do with epidemiology
was slow in achieving acceptibility by at least some orthodox epidemiologists. In
contrast, Dr. Thomas Francis had been a long time enthusiast of this view. His
words on the subject eventually found their way into print (2).
However, starting in the early 1940s, family and small community epidemiologi-
cal surveys involving the copious use of microbiological, biochemical, and serologi-
cal laboratory tests took hold. A prominent member of the AES, Dr. A. D. Lang-
muir, had much to do with exploiting such an approach. It proved to be eminently
suitable for the solution of some problems, provided the clinical epidemiologist
was not too expansive in his efforts, and did not make the investigation too big.
For bigness, although useful to the statistician, could result in the study being
spread too thinly, a feature that would destroy the advantages of the type of in-
timate observation required if both sick and well members of a given exposed
population were to be included in a meaningful way.
There was, however, an immediate reaction on the part of some established epi-
demiologists and members of the AES to this trend which they mistrusted. After
all, the Society had been formed to get on with the subject of epidemiology. This
meant the avoidance of inconsequential matters. It was not the time to allow ama-
teurs the chance ofhaving their fling.
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In other words, when the attempt was made to tie in epidemiology with the
applied medical sciences, such efforts were looked upon askance by some conserva-
tive members of the AES. Amateurs, they said, had at last naively discovered the
old-fashioned discipline of family medicine and had amplified it by merely adding
a few laboratory tests. Reasons for the skepticism of the professionals were many
and varied, but the main one was that this type of approach tended to play down
the effective use of biostatistics, since, it was said, clinicians were universally dis-
trustful of this type of methodology. Specialists in the orthodox field of epidemi-
ology felt that clinicians could never get over their prejudices against statisti-
cians-and some, no doubt, never did.
But an opposite reaction came from the representatives of the growing number
of departments of Preventive Medicine (or their equivalents) in American medical
schools, who by this time had adopted, almost of necessity, the teaching of the
discipline of academic or clinical epidemiology as the very basis of preventive medi-
cine. They had recognized the impossibility of separating epidemiology from broad
concepts of medicine which were being taught in medical schools.
Significantly, at about the same time (1939), Major Greenwood, the acknowl-
edged contemporary dean of British epidemiologists, had expressed his views about
clinical epidemiology in a preface to a small book by a Yorkshire country doctor,
W. N. Pickles, entitled: Epidemiology in Country Practice. In speaking of the kind
of record of illness in families over several generations and households that the
conscientious family doctor once kept, Greenwood said:
Not only does it make positive contributions to epidemiological knowledge, but
it holds out a prospect of still greater successes. It clearly expounds a method
which many men can apply. Although we have been called a nation of amateurs,
we do not value amateurs as we should; "amateurish" is an adjective of scorn.
I know that in some kinds of research professionalism is inevitable. Even in epidemi-
ology we must have "experts" of different kinds. But these experts are no wiser
than amateurs, and the mere fact that they are experts deprives them of many
fruitful opportunities (3).
One of the most outspoken opponents to the introduction of clinical concepts
into the legitmate field of epidemiology was Professor Winslow of Yale, an
acknowledged leader in the field (although not a member of the AES) and a con-
temporary editor of the American Journal of Public Health. He was prompted
to use the columns of that Journal to explore the question: "What and who are
epidemiologists?" (4) (5). It was the beginning of a campaign to seek definitive
support for a preconceived creed, to discuss a point which had worried him and
others for years. The subjects with which the epidemiologist deals, Winslow stated,
"are epidemiological and not clinical in nature." Winslow had shared very little
in the activities of the American Society of Clinical Investigation or in those of
the Army Epidemiological Board. He did not appreciate the extent of their impact
on medical science in general; furthermore, he had, at this time, a deep distrust
for those clinicians who "masqueraded" in the guise of epidemiologists. At the
time, he was actively engaged in his crusade concerned with the costs of medical
care and how best to deal with the financial problems involved in providing the poor
with adequate care. Indeed, his reputation was partially made through his cou-
rageous and forward-looking stand on these points. So, this may have colored his
views about clinicians who no longer made home visits and, to him it would seem,
were chiefly interested in "medical economics." He was an ardent foe of organized
medicine in the form of The American Medical Association. Winslow had long
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distrusted the view that a disease has a single cause, which he claimed rightly,
was a favorite view of clinicians. Already in the 1920s he had reaffirmed the
thought that the tubercle bacillus is not the cause of tuberculosis but only a cause.
Indeed, in the preantibiotic era the main way to treat tuberculosis patients was
to attack these other causes by the proper use of rest and a suitable diet. Winslow
believed that American physicians had had so little contact with epidemiology that
their views on the subject were warped and quite outside the mainstream of epi-
demiological thought-as he knew it.
Also, his experience as a teacher of both medical students and public health
students had led him to believe that the former had been trained to concern them-
selves with individual patients to such an extent that they experienced great diffi-
culty when it came to dealing with population groups and with the concept of rates
of disease. They were unable to grasp the fundamental fact that regardless of the
size of the study group, the epidemiologist deals with a ratio (cases/population)
instead of with a simple enumeration of a series of individual cases. And, as for
biostatistics, he felt that the implied repudiation of that science by physicians was
reason enough to exclude them as epidemiologists.
In line with Winslow's views in the early 1940s, orthodox epidemiologists such
as Aycock had been dismayed to see the field so riddled with amateurs, several
of whom had been elected to membership of the American Epidemiological
Society.
As far as I know, the AES never actually or officially took sides in the matter
while Winslow was waging his battle in the columns of the American Journal of
Public Health. Not until 1960 did the controversy become a prominent issue-for
the Society. Apparently, it had other fish to fry and a concern with questions of
definition as to what the epidemiologist should stand for had a low priority. Had
the bulk of the AES members been aware that the whole idea of clinical epidemi-
ology was of growing importance in the medical schools of this country, more at-
tention might have been paid to it. In the late 1960s, social and environmental
aspects of medicine had a growing appeal for medical students in their groupings
to transfer their concern for the individual patient to community problems. Ac-
tually, this approach was the basis of the creed preached by that great British clini-
cian, Professor John A. Ryle, Professor of Social Medicine at Oxford University.
Ryle adopted the term social pathology for this type of endeavor, using it in a
somewhat different sense than earlier writers.' His doctrines, which were really
those of clinical epidemiology, were totally misunderstood at the time. When he
came to America in 1948, many thought that here was an antequated clinician
who had naively discovered the field of public health. How wrong they were!2
Another event responsible for a shakeup in the Society was the onset of World
War II. Not only was the AES deeply concerned, but the War produced a sudden
and heightened interest in epidemiology throughout the nation. This was soon made
"Social pathology" as used by Albert Grotjahn in 1912 emphasized the sociologic more
than the biologic aspects of the discipline. A review of Grotjahn's concepts and his influence
in the field is to be found in a paper by Bruno Gebhard, Alfred Grotjahn's Soziale Pathologie
und sein Einfluss auf die englische und amerikanische Sozialmedizin. Bundesgesundsheitsblatt
13, 197-201 (1967).
3 Ryle, J. A., "Changing Disciplines, 1948." In an effort to pursue this subject further,
I had frequent correspondence with Professor Ryle before his untimely death in 1952; and
I initiated, rather belatedly, correspondence on the subject in Lancet ii, 1352 (1964); and
in the New Eng. J. Med. 272, 1352 (1964). The issue was discussed in letters to the
editor in subsequent issues of both of these journals.
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apparent by the epidemic of serum hepatitis which followed the routine use of
yellow fever vaccine in all troops, and by the high incidence of malaria on the
Island of Guadalcanal, both of which occurred in 1942. The importance of these
and other epidemiologic problems was brought home to the AES through the re-
cently established Army Epidemiological Board (AEB) and its Commissions. A
word about this famous organization will not be amiss here.
With World War II in the offing, the United States Army had started a forward-
looking policy by making preparations for such an emergency as the 1918 pan-
demic of influenza had presented during World War I. Thus, early in 1941, within
the Division of Preventive Medicine Service in the Surgeon General's Office, "The
Board for the Investigation and Control of Influenza and other Epidemic Diseases
in the Army," was created. Dr. Francis G. Blake was its first President, and Colonel
(later Brigadier General) J. S. Simmons, was one of its main leaders. General
Simmons was soon to become a prominent and influential member of the AES.
Together with Brigadier General S. Bayne-Jones as Executive Officer (also soon
elected to membership in the AES), this trio had the wisdom, and the influence,
to recruit a number of academic epidemiologists, full-time clinicians, and clinical
investigators to serve on their Board and its various Commissions. This was done
with the objective of promoting the discipline of epidemiology as the basis of mili-
tary preventive medicine, for techniques in clinical preventive medicine are often
relatively easy once the underlying epidemiological principles are known.
Thus, many physicians in academic posts whose previous training had been
largely limited to the care of patients were only too glad to join in the Board's
activities during the national emergency. They turned avidly to a variety of projects
that were assigned to them regardless of their experience-or lack of it, in the
field of epidemiology. For the first time these men were to realize that in order
to solve some of the perplexing problems in infectious disease (and of other dis-
eases too) one must first survey the epidemiological background, bringing to bear
in the process many new methods which had only recently become available. Not
only was the whole concept of epidemiology opened up to these clinical investiga-
tors for the first time, but they were given the opportunity to observe and study
military populations under controlled conditions, to conduct epidemiologic surveys
and vaccine trials on a scale not hitherto possible. As a result, to say the least,
the discipline of epidemiology in this country received a great boost during World
War II, particularly in the fields of influenza, meningococcal meningitis, measles,
mumps, sandfly fever, hepatitis, louse-borne and scrub typhus, malaria, and filaria-
sis-to mention but a few. As a measure of the influence which the Army Epi-
demiological Board had on the AES, fully 40% of the 45 papers delivered before
the Society at its meetings during the 5-year period of 1943-47, were concerned
with projects that had been initiated and supported by this Board. The majority
of these reports were presented by members of the Board's Commissions, many
of whom were also members of the AES.
During wartime, the AES adhered to the austerity regimens to which the rest
of the nation was subjected. The Society avoided any features at its annual meetings
that could be interpreted as being unessential to the conduct of its business. The
short 1-day meetings were held in Washington, so that members stationed in that
city could attend more easily. And the site of such meetings was the Continental
Hotel, conveniently located close to Union Station, so that out-of-town members
would not have to spend time and money on taxi fares. Travel into the heart of
downtown Washington was not recommended in wartime.
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With the sudden increase in large-scale studies, most of which had been per-
formed in an almost desperate effort to maintain the health of military personnel,
epidemiology underwent a change-for the better. It emerged in the postwar years
with a different complexion and more stringent criteria for the gathering of data
of statistical adequacy.
During this period of enhanced use, the definition of epidemiology had also
undergone a transformation. Granted that the subject was and is concerned with
the circumstances under which disease flourishes, the idea gradually began to take
shape that it was not a science per se, but a method, to aid existing medical sciences.
It can be assumed, I believe, that during the postwar years, eventually the ma-
jority of members of the AES were in accord with the statement taken from a
recent textbook on the subject by Fox and his colleagues. Dr. John P. Fox, a long-
time member of the AES, and its president in the years 1969-70, wrote:
It must be clear by now that epidemiology is not the proprietor of a well-defined
and homogeneous body of knowledge, as is the case with a basic or pure science
such as chemistry. Rather, epidemiology is a discipline which has evolved relatively
specialized methods for investigating disease causation and bringing to bear, according
to the needs of the moment, specific knowledge and special skills from many
other sciences. With some justice, epidemiology has been called a method rather
than an independent science. The array of other disciplines upon which epidemiology
may draw is too large to permit complete neumeration here (6).
Fox and his colleagues went on to state that it is "almost axiomatic that the
ability to identify or diagnose a specific disease with reasonable reliability is a pre-
requisite to its epidemiologic study." They gave a number of well-known examples,
and emphasized one very important feature:
Regardless of the type of disease, the nature of the influences or factors under
investigation, and the approach (experimental or observational) to be utilized, the
epidemiologist is confronted with problems of study design and of collection, tabula-
tion, analysis, presentation, and interpretation of data. Because it provides guidance
in resolving these problems, basic training in statistics is essential to the epidemiolo-
gist and consultation with statisticians is frequently desirable (7).
It must be admitted that the definition of epidemiology had changed over the
years and the above statement which defined it as a method, is far different from
the one expressed by the founding fathers, who claimed that epidemiology was
a science in its own right, entirely concerned with infectious disease. Yet, as the
subject became more familiar, this evolution in definition had been a natural one.
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